MYCOTIC ANEURYSM of the coronary artery in the absence of underlying endocarditis is rare. Most diagnoses are made at necropsy, and the condition is usually associated with infective endocarditis. 1 We report the case of a patient with fatal ruptured right coronar y arter y mycotic aneurysm without infective endocarditis.
At complete necropsy, the pericardium was found to be turgid and filled with clot, consistent with cardiac tamponade. Anatomic dissection of the heart revealed left ventricular hypertrophy and a large hematoma within the wall of the right ventricle. The hematoma was located on the atrioventricular groove, along the right coronar y arter y (Figure, a) . Consecutive sections in that region disclosed a disruption in the wall of the right coronary artery, along with some degree of atrophy in the vessel wall. Histologic examination revealed acute inflammation and polymorphonuclear infiltration within the artery wall, near the point of disruption. Several fragments of the artery, along with colonies of gram-positive cocci and purulent exudate, were found inside the hematoma (Figure, b) . Atherosclerotic lesions were present in all coronary arteries. Examination of cardiac valves was completely normal, without any signs of endocarditis. There was no evidence of infection or abnormality in the kidneys, spleen, liver, and other organs. Ruptured right coronary artery aneurysm and cardiac tamponade were the cause of death in this patient.
DISCUSSION
Coronary artery aneurysms have been reported in 0.3% to 4.9% of angiograms, 2,3 and they may be congenital or acquired. Congenital aneurysms more frequently affect the right coronary artery in men. 4 During childhood, most of the acquired aneurysms are due to Kawasaki disease, 5 whereas in the adult, atherosclerosis is the leading cause, followed by dissection, trauma, complications of coronary angioplasty, vasculitis, and syphilis. 4, 6 Mycotic aneurysm occurs in 3% to 15% of the cases of endocarditis and accounts for 2.6% of all aneurysms. 7, 8 Its occurrence in the coronary arteries is rare. 9 We were able to review 14 published cases of coronary mycotic aneurysm that were previously summarized. 10 In 11 patients, the diagnosis was made at autopsy. Previous or concomitant endocarditis was found in 12 cases, septicemia was the underlying condition in 1 case, and in the other no infection was reported, as in our case. 1, 10, 11 Angina and infarction have been reported as consequences of coronar y arter y mycotic aneurysm, 1, 10, 11 but the frequency of rupture could not be determined from the literature.
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In one patient with chest pain 40 days after treatment of Staphylococcus aureus bacteremia, the diagnosis of mycotic aneurysm of the left anterior descending artery was suspected of the basis of echocardiographic findings and was later proved by coronary arteriography; aneur ysm resection and saphenous vein bypass grafting from the aorta to the distal portion of the left anterior descending artery was successfully accomplished. We can postulate that in our patient, the antemortem diagnosis was more complicated because the aneurysm was located in the right coronary artery, which is less visible through noninvasive techniques.
Despite the characteristic histologic findings of mycotic aneurysm in our case, no evidence of endocarditis was detected at necropsy, hence the term cryptogenic (unknown origin) mycotic aneurysm. However, the presence of widespread coronary atherosclerosis precludes ruling out the possibility of infected atherosclerotic aneurysm. In this patient with fever and pericarditis, possible clues to the diagnosis would be leukocytosis and the echocardiographic finding of a small pericardial effusion perhaps due to a previous aneurysm rupture with limited leaking or due to pericarditis and pericardial fluid overproduction related to the aneurysm itself.
